reluctance to percutaneously revascularize CTOs.
The J-CTO (Japanese Multicenter CTO Registry) score (9) was originally developed to predict the likelihood of successful guidewire crossing within 30 min. Independent angiographic predictors of failure (each given 1 point) that made up the J-CTO score included prior failed attempt, angiographic evidence of heavy calcification, bending within the occluded segment, blunt proximal stump, and occlusion length >20 mm (9) . CTOs were then graded as easy, intermediate, difficult, and very difficult (J-CTO scores of 0, 1, 2, and $3 respectively). Since then, the J-CTO score has been found to predict the overall likelihood of CTO PCI success. High J-CTO scores have been shown to correlate with lesion complexity (10) , and may account for the paradox of stagnant CTO PCI success rate over time, which was due to intervening on increasingly complex CTOs (11) . reported that he has no relationships relevant to the contents of this paper to disclose. There are several important considerations that are required before applying the CT-RECTOR score to contemporary CTO angioplasty, particularly if it will eventually be studied and evolve as a predictor of procedural success. With new technologies and techniques, success rates in expert centers consistently above 90% are possible with very acceptable complication rates (13, 14) . Of note in the U.S. series (14) , with adoption of the "hybrid" approach (15), the use of CCTA is very limited. Therefore, the decision to revascularize a CTO is a clinical one, on the basis of symptoms, myocardial viability, and patient preference, and should not be on the basis of the ease or difficulty of the case. As such, the CT-RECTOR score is useful by identifying highly complex cases that should be avoided by operators early in their CTO PCI learning curve and rather referred to expert centers.
The study cohort had a modest success rate of only 62%, a very low percent of retrograde CTO PCI, and no cases of controlled antegrade dissection re-entry. In addition, the percent of prior coronary artery bypass graft surgery (CABG) was 17%, which is comparable to prior series from Europe (13) and Japan 92.5%, p ¼ 0.07) (14, 17) . Therefore, the applicability of the CT-RECTOR score to U.S. centers and operators that perform high-end CTO PCI is unclear.
It is important to note that in the present study, dual injection coronary angiography was performed in only two-thirds of cases. Consequently, the incremental value of CCTA, above angiographic scoring systems that systematically employ dual injection, may be exaggerated because of suboptimal baseline The algorithm starts with dual coronary injection (box 1) to allow assessment of several angiographic parameters (box 2) and allows selection of a primary antegrade (boxes 3 to 5) or primary retrograde (box 6) strategy. Strategy changes are made (box 7) depending on the progress of the case. CTO ¼ chronic total occlusion; LaST ¼ limited antegrade subintimal tracking. Reproduced with permission from Brilakis et al. (15) . York 10032. E-mail: dk2787@columbia.edu.
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